BOARD OF COUNTY COMMISSIONERS

AGENDA ITEM SUMMARY

Meceting Date:_08/18-19/04 Division: Community Scrvices

Bulk Item: Yes _X No ___ Department:_Social Services Tr. rtatj
Social Services Director: ; e f@

Louis LaTorre

AGENDA ITEM WORDING: Approval of 2 contract between Monroe County and WebMD

ITEM BACKGROUND: This agreement will allow Monroe County Transportation personnel to check
on Medicaid status as well as Medicaid numbers. As we do the billing for Medicaid eligible Medicaid
Transportation trips. We have been using this software for the past 7 years to obtain this information and

in the past a contract/fee was not required.

PREVIOUS RELEVANT BOCC ACTION: N/A

CONTRACT/AGREEMENT CHANGES: N/A

STAFF RECOMMENDATIONS: Approval

TOTAL COST:$49.90 ($24.95 1* month and $24.95 set up fee) and $24.95 monthly thereafter
BUDGETED: Yes _X No

COST TO COUNTY:$49.90 ($24.95 1* month and $24.95 set up fee) and $24.95 monthly thereafter
SOURCE OF FUNDS:102-61505

REVENUE PRODUCING: Yes _X__ No AMO

Yo PERMONTH___ Year ___
\ .
APPROVED BY:  County Atry{b%{@\ OMB/Purchas

DIVISION DIRECTOR APPROVAL: (N OQ@ \

/j James Malloch ~
DOCUMENTATION: Included _X To Follow Not Required _______
DISPOSITION: AGENDA ITEM # Q@

Revised 1/03




MONROE COUNTY BOARD OF COUNTY COMMISSIONERS

CONTRACT SUMMARY

Contract with: WebMD Contract #
Effective Date:  April 21, 2004

Expiration Date: No Expiration Date

Contract Purpose/Description:

This agreement, will allow Monroe County Transportation personnel to check on Medicaid
status as well as Medicaid numbers. As we do the billing for Medicaid eligible Medicaid
Transportation trips. We have been using this software for the past 7 years to obtain this

information and in the past a contract/fee was not required.

Contract Manager:  Jerry Eskew 4425 Transportation/1

(Name) (Ext.) (Department/Stop #)

for BOCC meeting on 08/18-19/04 Agenda Deadline: 08/03/04

CONTRACT COSTS

Total Dollar Value of Contract: $ 0 Current Year Portion: $  74.85
Budgeted? YesD No[_]  Account Codes: 102-61505-530-520-
Grant: $ - - - -

County Match: $ - - - -
ADDITIONAL COSTS
Estimated Ongoing Costs: $299.40/yr For: monthly payments of $24.95
(Not included in dollar valuc abovc) (cg. maintenance, utilities, janitorial, salaries, etc.)
CONTRACT REVIEW
Changes Date Out

Date In Needed

Division Director 27/_'1%0_ { Yes[] No[i/ I\ A L2
Risk Management g2-0 Yes[_] NOB/ .'J‘

O.M.B./Purchasing Yes[_] No[A / Y. Z
County Attorney ~ Z/J0Y Yes[] NOQ/_IS

Comments:

pl-




.. From:WEBMDIMEMPRIS 8436688 07/20/2004 15240 #578 P.002/012

WebMD If you have questions an how to completa this form

3055 Lebonen Road Bldg.3 Suite 2000 or on the status of your enrcliment, please cail
Nashville, TN 37214 the enrollment help desk at 1-800-845-6592,

Florida Medicaid Enroliment for Real-Time Transactions
For WebMD Office

| Please complete all information. Mail this form to the address listed above. !

Provider/Group Name: [ YONI D C.Ooun ‘L-b{ Trans QD(M O '/'\

./
Provider Address: 1IDD 5 IMDﬂ""Df\ 5t a'a l" \8 |
Provider City, State, Zip: VA 0y L D05 + . 1 33040
Contact Name: el (}JH £s Ko

Provider Phone Number: A= - RE DI\ D

Fax Number-for approval notice: 203 - 392 -uwl | ]
Coi e OF LT nm 'IQiJ

TaxID: 5403005054 Fepip A -ooooy
Provider Number (must be nine digits): ORRISII - OO

Practice address must reflect the physical location where eligibility will be verified.
If Practice has multiple locations where cligibility will be verified, cach location and corresponding
provider number must be submitted for enrollment. Please copy form as needed.

= Provider number must be associated with the Practice/Thysician name and location.

- Billing Agencies must have a specific provider number assigned by the AHCA ({beginning with 99)
along with submission of “intent and disclosure™ and subsequent approval from AHCA for requesting
cligibility data.

For Internal Use Only:
Please indicate all applicable FIP user names (please write clearly):

Revised 212701




., From:WEBMDZMEMPHIS 8436688 07/20/2004 15:41 #578 P.003/012
| - WebMD Office Provider Subscriber Agreemant Customer #:
Slebel Opportunity Number: : " Contr:::tell:; -
's", "U8" or "Cur”) and the organization narmed on this form

This is a binding agrsement (“Agresment”) betwean ENVOY Corporation d/b/a WebMD ENVOY [“W
{"You" or "Your"). This Agreement povemns Your use of the WebMD Office Web Site, including, without limitation, al content such as text, information, Imagas,
and audio {colfeciively, the "Contant”) and all services (“Serviced®) made avaliable to You through the WebMD Office Web Sita by Uiy andlor tiried parties
(Inchuding, without limitation, WebMD Offica Services). This Agrsement includes the Ganaral Terms and the Spacisl Terms for WabMD Office Services set forth

on the revarsa aide of this document. *Site™ as used In this Agresmsnt maans tha WebMD Cffice Web Site, tha Content, and the Services,
Select One of the Following:

Complete Sections:

T Naw Providsr Customar Organization and New Users

i, i, 1, IV, V, VI & Vi, Users Enroliment Form & Payer Forms

O Users

Changing Pricing Plan for Extsing WabMD Office Provider Customer Organizaiions and Yor VIl V&V

[ Adding New Usars to Existing WebMD Offica Provider Customer Organizations

IVona, WebMD Office Users Enrotiment Form

Adding Real-Time Payers to Existing WebMD Office Provider Customer Qrganizations a

lono; Additional Roaf-Time Payor Enroliment Forms

Oy
SEr%

O Sg:::g WebMD Offica lo Existing WabMD Practice Provider Customer Organizations and U, 1, 10, IV, V. VI & VI, Usors Enrofiment Form & Payer For_ms
Saction | - Provider Customer Addresses and Contsct information '
\Organization Information Hiling Information (for invoices) iﬁl}m Infarmation {for Naltifications}
G ponization Tax 10 \qSlm a5 Organization Same as Crganizaton ] Seme o Biting

0 Cf - r <
E—"‘.ﬁ.c’ é;QCo 7‘-1 L ustomes Name: Cusiomer Name
4103 [e1 %Y
Conlact iy Cohlacl Emall Addreus; Fi Onnl.‘ny
- -
ndar dgans
o -\§T
| y ity
[ B 5 [ ip Ty lle
‘slephons ax slaphons ru
IR UMD 3293 LML

Sectlon il - Line of Business

Saction lll - Practice Management or Haspits! Information System

Line of Business: (] Medical [J Hospltal | [System Name:

Saction IV -~ Real-Time Carriers
Plaase see Schegula |V attached for Real-Time Carrlers that may require additional paperwork.

Section V- Pricing ~ Plaasa solact a Package below

Non-Perticipating Participating
Pricing Puchkage Payer Puyer Foog Qwad
Monthly Transactons Tranaactions Ona Time
Subseription WabMD
Fee Each Addtiona! Office - th
Belection Name Inctuded e”ﬁﬂunm Inthuded Swutup Fes (M;ﬂ!mgﬂ - M?ghgn{a:;“
(Par Organizaiion) Setg}
O Real-Time Basic $9.95 None 30.45 Unlimited $24.95 §34,80 $9.95
g Real-Tims 100 $24.55 100 $0.25 Unlimited $24,05 545.90 $24.95
TOTAL SETUP FEES | s4qQ QD

Section Vi -~ Acknowledgements

USTOMER ORGANIZATION

ncluding on behalf of ait physictans, other providers and users affiiated with this Organization. |

Ehavo the Butharity to, and hereby do, antar into this Agreement on behail of my Organization,
ndersland Lhat my Organization is legaily bound by the larms and conditions of thie Agreement,

ENVOY CORPORATIGN dib/a WebMD ENVOY

BY (Authoraed Sgnalune)

Ry (Authorzed Sxosture) Oate

fsrme & Tiia fprnt or trpe) frama & Tie (onod o lype)

Section Vit — Sales and Marketing Information

[Inlllalive: [ No : [0 Yes if Yas, what Initiative?: ]Salss Division inside Salas ISales Person: Sylvia A. Polf ]

WWebMD CHfice Subscnbar Agrasmani (Pravider Dirsct [T Onty) 1514

*MWLMWMW

S e e e
[T TP S RPN Y B VPPN

ARRROVED AST

sazannit A B ToN

PeBISTANL,C/LITY ATTORNEY




WebMD Oifice Provider Custorer Organizations Users Enroliment Form

Pape of
5elact One of the Foliowing: Complete Sections: l
[®  New Users in New Provider Customer Organization A, B, C, D {next page) and WebMD Office Subscriber Agreement!
I3 Adding New Users lo Exisling WebMD Offica Provider Cusiomer Organizations ) A and B (signed by primary contacl) and D (next page)
O  Adding WebMD Office to Exisling WebMD Practice Customer Organizabons and Users " .S,egﬁt(nexrpa ge) and WebMD Office S
Also Select Ona of the Foliowing:
| Do NOT need access ta payers that require additional resl-time carrer enrcliment.

0l NEED access 1o payers that require addilicnal real-time carrier enroliment.
Please see Schedule IV allached for Real-Time Carriers that may require additional paperwork.

Section A - Provider Customer Addresses and Contact Information

Organization Information PBitling Information (for Invoices) _Maifing Information (for Noiifications)
COrganzaion Tex Eq N Q;OC CVT4 G .FE'“W gm-;wﬂsﬂmua&q
Fugiomer Name ns bhcmm K-m
B VIO S i P
mzl:?a?-étmon-’cﬁ n S :‘_”:mp w:; _

Loy uasod o0 33040 i jtj_
%gﬁqa w4z [Bosaaaciwly ™ [

Section B -~ Acknowledgements
KNGWLEDGEMENTS

have the authority en behalf of this Organization and tha providers affikated with this Organization (ooliectively, the "Orpanization”) o e Hame
t access for each person Kentified on this form to the services checked below the persan’s name (*Services”) and to ensure that
ccass to palien! inforrnation by each such person is consisten] vRh the treating provider's obligalion under appiicable Jaw. On behalf of thisy (2uhonzed Sonsture)
Bon, | acknowledge U-at access 1o and use of each category of Services ara subject to this Orpanizabon’s enlry Into a subscriber
greement for sich services and gach person’s enlry Inta a user agresment for such Sesvices. in acling on the authority granted by this : T Agend e [ o o]
ganization, | agree to establish appropriate levels of access and passwords for such persons to ensurg use of the WebMD Office Web
ile and all Services in compliance with applicable stale and tedaml laws and the appiicable subsaiber agreement.

{ Aot Vi foor o typa) Dalg
Section C ~ Primary Contact’
Prefored UserlD
this will be Your emall address) Saute (bl First Name Ml Last Name
ﬁi&lﬂaﬂmnm;%ﬂ:mﬁ. > Y sl 15 (" €ES¥os.>
Last 4 digils of SSN Daw O1 Bith ) TilieRole - Gender (WF)
LTI - 2.7~ % oAdMIn atradY i

‘This user wid serve 8 the prmary conlact Jor the cusiomer grganization. All changes, Inciuding adding or deleting uGers, Services of pavers must be approved by the primary tontact, Al comespondenoa between WebMD and the
cusiomer organization, including welcome lettars that contain aach user's WedMD OIfice usariD and lamporaly password, wil be dimciad 1o the primary contacl

Es ke e~ Je ey (" NS ~ Fi_. G,' J

“ N

wWebMD Office RT Enrolliment Form 01/04

wodq *

(OWdEH

SIHJER

8399€EY8

Gl ¥002/0%/L0

210/900"d 8L OV



SWebMD Office Provider Customer Orpsalzations Users Enrollment Form

Page of
Seclion D — Users
Prelerred UsetdD
{Inis wll be Your email address) Salite First Narne Al - Last Name
- a O Lo e £, st ms., ApN\ L cane
Last 4 digits of S5N wPate Of Birth ' Tite/Role - Gender [WF)
2800 H-u-1,9 Rdminusliod~g Acs Slieipnd- F
Prefared UserdD
(this will be Your ernail address) Salule First Name: MI Last Name
- B m_lla .ﬁ.%ﬁ Wy | Voiol o
Last £ digits of SSN 18 Of tirth TiteRole Gender [MT)
4 g-fa-a(_ Disga-lehor [T s.a08) a-f01q
Prefamed UserD
(this will be Your emaill address) Salute . First Name Ml Las Hame
xinds ~ 4.6 oV ms___Ablq D Can oo
Last 4 digils of SSN Bate Of Bth d TiteiRoe ' Gender (MF)
[ D:a3-[0q | =
Preferred UserdD
{this will be Your email address) Salute . Flrst Name Ml Last Name
-car < v Cona 4, A PS50
Last 4 dits DF SSN ate O Birth Titke/Role Gender [WF)
USS0 - 10-9% Dagrel | Mugatas E
Prelerred UserlD
(this will be Your emadl address) Salute Flist Name M Last Name
Last 4 digits of SSN Date Of Birth TileRoie Gander JAF)
Preferred UserlD
{this will be Your email address) Salute Fiust Nome M Lasi Name
Last 4 digils o ESH Dale Of 8irth TitleRole Gender (MF)
FPrefarrad UseriD
{this will be Your email address) Salule First Nama ML Last Name
Last 4 digits of SSN Date OF Birth TiteRoie Gander (MF)
Preferred UseriD
{ihis will be Your emai acdress) Salufe Firsi Hame Ml Last Name
Las! 4 qigits of SSH Date Of Birh Title/Role Gender [WF)

WebMD CHice RT Enroliment Form 01/04

w04

QHaM

88908K8 SIHAHEN

Gl $008/04/L0

210/900"d 8L Tp



~ From:WEBMDIMEMPHIS 8436683 07/20/2004 15:43 #578 P.007/012

.

SCHEDULE W
REAL-TIME CARRIERS

Please select the Real-Time Carlers to which you would like to submit transactions:

Aggitional Enrotiment Form Reguired
BLUE CROSS BLUE SHIELD OF GEORGIA

Cl

[J NEW YORK MEDICAID

] UNITED HEALTHCARE REFERRALS / CLAIM STATUS

[J BLUE CROSS OF CALIFORNIA

C] BLUE CROSS BLUE SHIELD OF ILLINOIS

g " BLUE CROSS BLUE SHIELD OF MINNESQTA
FLORIDA MEDICAID

i d i
BLUE CROSS BLUE SHIELD OF FLORIDA

0
] BLUE CROSS BLUE SHIELD OF TEXAS {Musi be accompaniad by form “Sampie Latier* on Physiclan Latterhead)
B BLUE CROSS BLUE SHIELD OF NEW MEXICO (Must be accompanled by form "Sample Letter” on Physician Lettorhoad)

BLUE CROSS BLUE SHIELD OF ALABAMA,

WebMD Office Real-Time Carrier Enrollment Form 01/04 5




UnitedHealthcare Registration:

Page __ of
Organization Name m DN{De Coundy T Orgamzauon Tax Ibéﬁ‘ .62.00‘-"" Ll ... act Name: -
DaG _J
Phone: Contracted with United Hea'thcare of ;\Df\ C\ .

.

2004

[ Brovided Nnumbers:

TEaa. =t A N e T

Ky

- M-

"ijna{ea Heé:{r'»é'a}ré e.r' m'v.aa-s i
United Hea!thCare 6f KnTioky

"PHP.of Mid-Michigan. - =7~

-PHP of Southiwest Michigan,*:

: | :Uriited HeathCarg of Texas THaHIIM

United HealthCare of Louis{ana
Urited HealthCare of Mid-Atastc< N
PHP of Mid-Michigan

FHP of South Michigan
PHP of Southwest Michigan

PHP'of West Michigan ™, = .0
PHP of West Michigan

. Alllna Health Plans (Minnesola - Medica) =

United HeslthCare of the Midwest, Inc. - MO
United HealthCara of Mississippi= - ~°
United HealthCare of North Carofina

United HealthCare of Midlands -T8E-. -~ |
Unitad HealthCare of New York {includes NI
Unitad Health Care of Uipstate Néw York: | -
United HealthCare of Ohio
-Unitéd HealthCare ?1ans of
United HealthCare Of New Englan
United HeaithCare of Tennessee
United HeaithCare of Texas - Dailas

United HealthCare of Utah
United HedlthCare 8f VIngiild .}
Physicians Health Pan, Inc. - SC

et LS Fiy

o Eu.gn

SR

STHJAM

8899¢r8

4l ¥002/02/L0

210/800"d LSk &F



